The existence of a second staphylococcal lesion elsewhere cannot be expected in every case and it is desirable to be able to make the diagnosis correctly in the early stages of the disease at a time when the radiological appearances are often very like those of a tuberculous infection. The history of the cases reported here in each instance gives a lead to the diagnosis. The features which are important are: a primary staphylococcal lesion, in four cases situated in the skin, followed by an illness without specific character, followed in turn by pain in the back. The timerelations of the appearance of these symptoms is variable, and in the second case reported there was no illness sufficiently severe to confine the patient to bed.
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A history of this type should lead, at least, to a consideration of the possibilitv that the spinal infection is staphylococcal and not, tuberculous. If the former is diagnosed, fixation for three months in plaster, the patient not being confined to bed, is adequate to allow the lesion to heal. If the patient is treated on the basis that tuberculosis is the cause of the spinal disease, the treatment will naturally be suitable for a staphylococcal infection, but should there be radiological evidence of an unduly rapid rate of healing of the spine, it would appear reasonable to reconsider the diagnosis in favour of a staphylococcal infection and to release the patient from treatment at the end of three months.
A police inspector, aged 43, was admitted to hospital in October 1933, complaining of frequency of micturition, heematuria and severe pains at the back of his neck.
Previous history.-He had gonorrhoea in 1910, but reactions to tests in 1929 were all negative. Had rheumatic fever when aged 15 and malaria during the war in East Africa. Present history.1In February 1933, he had an attack of "influenza," followed by pain in the left hip and difficulty in walking; a peri-anal abscess was opened in May .1933, after which the hip returned to normal. A series of carbuncles followed.
He had a further attack of "influenza" five weeks before admission; sudden onset of severe pains in the neck accompanied by a series of swellings on the scalp, which cleared within twenty-four hours, three weeks before admission; and one week of scalding micturition, hwmaturia and frequency.
State on admission.-Temperature 97A4, pulse 90, respirations 16. He moved his head as little as possible on account of pain and had partial rotation to the left only; there was an area of marked tenderness over about the third cervical spinous process; a clear urethral discharge containing a few pus-cells and extracellular cocci; the urine contained blood and pus-cells in quantity. A skiagram of the urogenital tract showed no calculi and that of the neck appeared normal.
Progress.-A further investigation did not reveal any residual gonococcal infection and the blood Wassermann and complement-deviation reactions were negative; there was a leucocytosis of 11,600 cells, of which 72% were polymorphonuclears.
On November 18 the temperature rose to 99A4, and the pulse to 116; the pain in the neck was worse and a skiagram ( fig. 1) showed dislocation of the atlas forward on the axis; he was kept lying still in bed, but on November 28, 1934, the temperature rose to 102, the neck appeared to become collapsed and broadened, and the posterior pharyngeal wall became cedematous. A further skiagram showed the dislocation to have increased. There were never any abnormal signs in the central nervous system. 
